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Health and disease in urban populations have been the subject of much popular and scientific literature. The historical perspective of cities is that their size and density, coupled with a pace of growth through immigration and commerce that outstrips resources, all result in exposures that produce excess morbidity and mortality. 4 More recently in the United States, many cities have had a migration of the middle class to suburbs amidst a decaying infrastructure and reduced services in inner cities that results in a worse response to health issues for the remaining population in these areas of concentrated disadvantage. Considering these demographic shifts, the inner cities and, more recently, the suburbs have become the focus of attention for the study of and interventions on health risks.
The dominant conception of urban health in the existing literature is concerned primarily with the "urban health penalty." This approach posits that cities concentrate poor people and expose residents to unhealthy environments leading to a disproportionate burden of poor health, especially in what some have called "inner cities." 5 In the past 50 years, the departure of the middle class and jobs to the surrounding suburbs in the United States as well as other developed countries has led to intense urban poverty and increased racial segregation leaving cities with diminished capacity to meet the needs of increasingly impoverished populations. 6 By the late 20th century, United States and some European cities had higher rates, Vlahov and than their respective nonurban areas, of HIV infection, substance abuse, mental illness, infant mortality, asthma, and other conditions. These disparities led to a resurrection of the earlier concept of "urban health penalty." 7, 8 The "urban health penalty" concept draws specific attention to the poor health conditions that persist in many inner cities, 9 describes the resulting inequalities in health, 10 and points to the necessity improving health conditions particularly among disadvantaged urban populations. However, this approach tends to equate "urbanness" with issues of disadvantage, and urban health becomes synonymous with conditions among the minority poor of the inner cities. In so doing, this approach fails to recognize that cities have many positive aspects, such as high levels of social support and accessible health care. In addition, this approach does not consider the specific characteristics of cities that may be associated with poor health nor the many factors in addition to poverty that account for urban population health.
We suggest that this view of health is limited and does not consider emerging evidence that living in cities might instead confer an advantage and be accompanied by substantial salutogenic characteristics. An "urban health advantage" perspective emphasizes the health benefits of city living. Eberhardt and colleagues, 11 using a US census definition of urban/rural, noted that the proportion of urban/rural populations that are below the poverty level is similar (15 vs. 18%) as is the proportion of those with private insurance (69 vs. 64%) or who are Medicare beneficiaries (20 vs. 23%). However, health outcomes tend to be somewhat better for those who live in cities. The proportion, who describe their health status as fair/poor is somewhat lower in urban than rural areas (21 vs. 28%). Likewise, the death rates per 100,000 for age 1-24 years old among males in urban areas is 60 versus 80 in rural; the corresponding figures for females is 30 and 40.
Some data show that health indicators are not only better in urban than rural areas (especially in less wealthy nations) but that the urban poor fare better than the nonurban poor. 12 For example, the infant mortality rate (per 1,000 live births) for the combined areas of North Africa, sub-Saharan Africa, Asia, and Latin America using the Demographic and Health Surveys was 86 for rural areas, 75 for the urban poor, and 56 for the urban nonpoor. Similarly, height-for-age z scores (as a measure of stunted growth due to poor nutrition and disease) among children 3-36 months of age, by residence and poverty status using the Demographic and Health Surveys in these same regions were 173.51 for all rural children; 145.43 for the urban poor; and 109.37 urban nonpoor. 12 These indicators suggest that even when controlling for poverty, health in cities is better than in nonurban areas.
What accounts for this "urban health advantage?" Several hypotheses warrant further investigation. One possibility is that the proximity of wealth and poverty within cities brings benefits to those less well-off. The relationship between income inequality and health are complex, depending on outcomes selected and time lags, and the literature is mixed in its conclusions. 13 Wen et al. 14 in 2003 found that measures of neighborhood affluence were positively associated with health even after adjusting for neighborhood-level poverty, income inequality, aggregated educational attainment, and lagged levels of neighborhood health. The rationale for this finding is that a proximity of affluence, more evident in denser urban than rural areas, may help "to sustain neighborhood social organization which in turn positively affects health." 14 The presence of affluent members of society may attract the attention of politicians, and government agencies, and help to win external funding, as well as provide a strong base for civic and other community-based activities. Thus, socioeconomic heterogeneity, one of the hallmarks of cities, may bring benefits such as health care and education within the reach of the more disadvantaged urban residents. 12 
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A second urban characteristics that may contribute to health advantage is the availability of higher levels of social support and greater social cohesion in urban than nonurban areas. Both social support and social cohesion are associated with a number of positive health outcomes. 15 Factors that may contribute to higher levels of support in urban areas include the previously described presence of wealthier individuals, who can better afford to provide instrumental support to their neighbors; denser social networks, offering more opportunities for support; and the availability of multiple communities of identity (e.g., ethnic, cultural, professional, geographic) offering urban residents many opportunities to acquire the benefits of cohesion with others. 16 A third possible explanation is that cities offer more access to the necessities of life. Dense populations and wealth make cities attractive venues for markets including those that sell food, housing, health care, and education, among others. In both the developed and the developing world, healthy food, a wide variety of housing opportunities, fitness centers, and medical care are generally more available in urban than nonurban areas. For example, urban residence has been associated with consuming more fruits and vegetables. 17 Even if markets distribute these goods inequitably within cities, the absolute advantage over nonurban areas may contribute to health. Throughout the world, millions of people have voted with their feet to move to cities in search of better employment, demonstrating their belief that opportunities for advancement were greater in urban than nonurban areas.
Fourth, cities may have a physical environment that is conducive to health. For example, compared to suburbs, cities may encourage walking, the most common form of physical activity for adults. 18 Surveys show that residents of poor neighborhoods are more likely to walk than those in less disadvantaged areas, 19 suggesting that physical design may help to overcome some of the health burdens of lowincome urban neighborhoods.
Finally, cities through their size and density offer the potential for political mobilization and social movements, enabling urban populations to win more resources for health, another possible route to a health advantage. 12, 20 Historically, cities have often preceded nonurban areas in setting housing standards, establishing a public health infrastructure, and improving public education, often in response to organized efforts for change.
The picture of an urban health advantage in the United States becomes more problematic when using more sophisticated definitions of urban. Moving from the dichotomy of urban/rural or MSA/non-MSA to area definitions of proximity in the United States shows that rates of disease or adverse health outcomes tend to be worse in "MSA central cities" than "MSA noncentral city" or "non-MSA adjacent" but that the "non-MSA nonadjacent" (or truly rural) is similar to the MSA central city. For example, the respective rates for these four "proximity" grouping as they relate to a high negative affect (as a mental health indicator) were 9.3% (MSA central cities), 6.7% (MSA noncentral cities), 7.3% (non-MSA adjacent), and 9.1% (non-MSA nonadjacent, i.e., rural). 3 This pattern has been observed for some other disease and health outcomes suggesting that an "urban health advantage" may not apply equally across segments of US cities for all outcomes, and that parts of urban areas might have similar outcomes to rural areas so that both require special attention. The reasons for these patterns can be suggested but not explained by presenting data in this way, and clearly, the urban health penalty versus advantage needs closer inspection and action.
In conclusion, although urban health as a concept frequently conjures images that range from the squalor of cities at the dawn of the Industrial Revolution through the current conditions among many disadvantaged inner city areas, we suggested that cities may frequently confer a health advantage to those living within them. In fact, it may not be useful to think of the urban penalty and the urban advantage approaches as mutually exclusive. All cities have characteristics that both promote and harm health. The ultimate health status can be viewed as the sum of the urban advantages minus the sum of the penalties. We note that the plight of the disadvantaged in cities remains as a core area of concern in urban health. However, identifying more clearly those characteristics of cities that contribute to the urban health advantage will help us to achieve the goal of healthier cities for all.
